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DIAGNOSIS OF ECTOPIC GESTA- 
TION.* 
THOMAS TRUELSEN, M. D., 
Tampa, Fla. 


Analyses by various authors tend to show 
that the diagnosis of ectopic gestation is not 
made before rupture in the vast majority of 
cases. On the other hand one author, Polak, 
states that a positive diagnosis of unruptured 
ectopic gestation should be made in the vast 
majority of cases and that in his clinic and 
private practice this diagnosis was made in 
85 per cent of the cases. This high percent- 
age he believes was attributable to the fact 
that a careful history was taken and a thor- 
ough physical examination made in every 
case. 

In order then to improve our diagnostic 
acumen it will be advantageous to study the 
history and the physical findings. 

Significant Data in History. 

In eliciting the history of previous pelvic 
trouble very little will be found that can with 
certainty be brought into a causative relation. 
About two-thirds of the cases will give a 
negative history of any previous pelvic 
trouble. And if we accept Webster’s view 
that ectopic gestation can take place only in 
a site that gives the decidual reaction, we 
must come to the conclusion, as he does, that 
mechanical forces or factors in the pelvis as 
acause are largely speculative and incidental. 
They are not helpful in establishing a diag- 
nosis, 

Other factors noted in careful history tak- 
ing that are not of much diagnostic help are 
the age of the patient, the time of occurrence 
from date of marriage, the time of occur- 
rence from date of last pregnancy, and the 

*Read before the forty-seventh annual meeting of 
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previous menstrual history. The average age 
of patients is about thirty years. Graham re- 
ports a case in a girl of fifteen. Ostler re- 
ports a case at one and a half months and one 
at eighteen years after marriage. In about 
half of his cases the previous menstrual 
history was normal. 

Presumptive symptoms of pregnancy are 
sometimes noted in a careful history. Their 
diagnostic value and help in ectopic gesta- 
tion are the same as in normal pregnancy, 
certainly not greater. 

Two factors of the utmost importance in 
our consideration are pain and menstrual 
disturbance. 


Pain, 

ain is a most constant symptom in ectopic 
gestation. Its character varies. Usually it is 
mild or only moderately severe in its begin- 
ning. It is such as we may often find in many 
pelvic and other abdominal disturbances. If 
we bear in mind that the pain in the begin- 
ning is due to distention by bleeding into the 
tube or amniotic sac, we can understand that 
it is usually clear-cut and sharp, and that its 
duration is often short; that it is cramp-like, 
intermittent, and recurrent with perhaps 
intervals of complete relief. Its incidence and 
greatest intensity is indicated by the patient 
as being in one side of the pelvis, and its re- 
currence as being always on the same side. 
Even in tubal abortion the pain may not be 
severe, depending as it does on the amount 
of hemorrhage and the degree of propulsive 
pressure to extrude the embryo. Rupture of 
an ectopic gestation usually intensifies the 
pains ; and whereas before rupture the patient 
usually locates her pain rather definitely, 
now it may be described as a general pelvic 
pain, or a general abdominal pain, or even as 
an epigastric pain. It is now no longer the 
sub-acute pain of the former definite, cir- 
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cumscribed lesion, but rather the pain of the 
acute abdomen, often with its concomitant 
symptoms of shock. It is well to bear in mind 
that the pain in these severe cases is not as 
distinctive nor as helpful in making a diag- 
nosis as in the earlier, milder cases. The 
pains so far described are the pains caused by 
stretched tissues and the pains caused by the 
sudden freeing of blood into the abdominal 
cavity. Other pains frequently complained 
of by the patient are associated with the acts 
of micturition and defecation, especially with 
the latter. The bladder disturbance is more 
often described as an irritability rather than 
as a pain, but the associated disturbance with 
the act of defecation, although it too may be 
merely an irritability, is often a pain, stab- 
bing, cramp-like and sickening in its charac- 
ter. This little group of symptoms, by itself 
not very significant, gains in importance 
when we bring out in the history the absence 
of a preceding or concomitant inflammatory 
pelvic condition. Then, too, the directive 
influence of this little group of symptoms 
may lead to a diagnosis of an intestinal dis- 
turbance when not considered with due cir- 
cumspection. Soaltogether it is a little group 
well worth remembering. 
Menstrual Disturbance. 

The menstrual disturbance is the second 
most constant symptom in ectopic gestation. 
Usually there is a cessation of menstruation 
for a period or two. Upon the death of the 
embryo the uterine decidua loosens and may 
come away intact, but more often it comes 
away in spreads, This gives rise to the ex- 
ternal hemorrhages. Not always is the men- 
strual period skipped entirely ; sometimes it 
is merely delayed for several days or a week. 
In exceptional cases the menstruation occurs 
at the normal time. The menstrual flow is 
characteristic. It is neither large nor free. 
It may be continuous, but oftener it is inter- 
mittently prolonged, sometimes for weeks. 
It is dark, tarry, sticky, and contains shreds. 

3efore taking up the physical signs it will 
be well to direct our attention to several 
other findings well to bear in mind, not so 
much because they are directly helpful in 


making a diagnosis, but because their mis- 

interpretation may add perplexity, or even 

wean one away from the correct diagnosis, 

I wish to call your attention to the tempera- 

ture, blood-count, and chills and fever. 
Temperature. 

Ectopic gestation is not a condition of 
normal temperature. Some elevation of 
temperature is present in almost every case 
during some part of the twenty-four hours, 
It will range between 99% and 100% and 
even higher. Do not be misled by this tem- 
perature to diagnose an inflammatory condi- 
tion. 

Blood-Count. 

The blood-count will show a leucocytosis 
in the majority of cases. The count may run 
rather high. Cases are reported running as 
high as 36,000. Counts of 10,000 to 20,000 
are quite common, In these cases of leucocy- 
tosis, the polynuclear cells are usually in- 
creased, even up to 90 per cent. In cases 
with a rise of temperature of any moment, 
the leucocytosis and polynuclear cells often 
seem to increase in greater proportion. The 
red cells and the hemoglobin, of course, are 
decreased in proportion to the amount of 
blood lost. It will be readily seen that a blood 
picture with a decided leucocytosis and in- 
creased polynuclears, accompanying a rather 
acute pelvic condition with temperature, may 
be the cause of some perplexity, and may 
embarrass the correct diagnosis. 

Chills and Fever. 

About 20 per cent of the cases complain of 
chills and fever. Upon inquiry it will be 
found that they usually come on simultane- 
ously with pain. When they are delayed 
their interpretation may be confusing. Infec- 
tion is not their cause, and this must be borne 
in mind. They are caused by a sudden free- 
ing of foreign material into the peritoneal 
cavity. The same complaint is often made in 
ruptured appendix or gall-bladder or per- 
forated gastric ulcer. They are an accompani- 
ment of any severe pain or shock. 

Physical Examination. 

A thorough physical examination, ab- 

dominal and pelvic, is very important, not so 





neur 


*Re 
The I 
12-13, 


ir mis- 
r even 
gnosis, 
mpera- 


tion of 
ion of 
ry case 
hours, 
'/ and 
is tem- 
- condi- 


cy tosis 
lay run 
ning as 
20,000 
eucocy- 
ally in- 
n cases 
1oment, 
's often 
n. The 
rse, are 
yunt of 
a blood 
and in- 
1 rather 
re, may 
id may 


plain of 
will be 
1ultane- 
delayed 
_ Infec- 
e borne 
en free- 
ritoneal 
made in 
or pet- 
ympani- 


on, ab- 


TREATMENT OF SYPHILIS OF THE CENTRAL NERVOUS SYSTEM 


much to establish the diagnosis, but to secure 
it. On palpation in the early cases one gets 
tenderness on pressure in one or the other 
lower quadrant, probably also some rigidity, 
and in the more advanced cases also some 
general distention. If a mass can be made out 
it will feel boggy and elastic. It will be very 
tender and ill-defined. While making a 
vaginal examination one notes the discharge, 
dark, tarry, sticky, containing shreds per- 
haps. The vaginal examination is painful 
and the moment the finger attempts to lift 
the cervix, severe pain may be experienced. 
This tenderness and pain are important and 
characteristic findings. A few days after the 
rupture has taken place, the vaginal exam- 
ination will be less painful. The cervix will 
be softened, the os patulous, and the uterus 
somewhat enlarged, and its position forward 
unless bound down by some previous inflam- 
matory condition. According to the degree 
of advancement of the pregnancy and the 
amount of hemorrhage one will feel a mass, 
either small or large and very tender. The 
tenderness usually interferes with one’s 
efforts to outline the mass exactly and one is 
left with the impression that it is ill-defined, 
the same impression one got while palpating 
the abdomen. 





TREATMENT OF SYPHILIS OF THE 
CENTRAL NERVOUS SYSTEM.* 


Ravpu N. Greene, M. D., 
Jacksonville, Fla. 


In the beginning, allow me to state that 
there are no elements of mystery about 
syphilis of the central nervous system and 
that many of the mixed conditions which 
present differential neurological diagnostic 
problems are rendered more simple and more 
responsive to satisfactory results in treat- 
ment when the underlying cause, viz., 
syphilis, is discovered. 

There are three broad classifications of 
neurosyphilitic manifestations. In the first 
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class we find those conditions due to meninge- 
al irritation manifesting themselves by head- 
aches and causing cytological changes in the 
spinal fluid. In this class may be considered 
cases of acute paralyses, optic atrophy and 
bladder disturbances. 

In the second broad classification we find 
cases of meningo-encephalitis in which the 
differentiation between tabes and paresis is 
sometimes difficult. Indeed, it may be said 
that some of the cerebral manifestations of 
syphilis cannot be differentiated from paresis, 
except at post-mortem examination. A 
therapeutic differentiation is often possible in 
cases where treatment has been properly 
applied. 

The third grouping we have to deal with is 
paresis and tabes wherein there is neuronal 
degeneration. In this type it is generally 
agreed that treatment is directed not with the 
hope of repairing destruction of nerve tissue 
which has already occurred, but with the 
hope of bringing about an arrest of the 
process. 

Before attempting to discuss treatment, 
attention is invited to the numerous studies 
of the characteristics of the different strains 
of spirochetes. It has been shown, fairly con- 
clusively, that the spirochetes in cases of 
paresis are of less virulence than in cases of 
acute and widespread syphilitic invasion of 
the central nervous system. 

Rabbits inoculated with spirochetes from 
the brains of paretics do not develop lesions 
as quickly as do rabbits who are injected with 
spirochetes from acute constitutional syphilis. 

It is further interesting to note that in- 
vasion of the brain and cord membranes may 
occur very early after the initial lesion, but 
in paresis and tabes the invasion of brain and 
cord tissues is usually postponed for at least 
two years from date of first infection. 

Much has been said about the use of sal- 
varsan and salvarsanized blood serum in the 
treatment of central nervous system syphilis. 
In my own experience, I am convinced that 
all cases of syphilis of the central nervous 
system are not to be treated in a routine 
manner. 
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In the first grouping where symptoms are 
acute, life at stake, and the meninges only in- 
volved, I believe that we are justified in 
adopting intensive treatment by the admin- 
istration of two- or three-tenths grams of 
salvarsan daily, repeating until the patient 
shall have received the limit of salvarsan 
saturation, at which time, during an interval 
of a few days, some of the mercury prepara- 
tions may be administered, either hypoder- 
matically or by inunction. : 


Unless untoward symptoms develop, this 
treatment, in my opinion, should be continued 
with interruptions made necessary by skin or 
renal symptoms for a period of eight weeks, 
following which the treatment should be 
along the lines which I have mapped out for 
the conduct of cases in class two, viz., cere- 
bral manifestations. 


In this group, viz., cerebral manifestations, 
the danger of loss of life is not so great, nor 
the symptoms so grave, and it is therefore 
probable that this class may be treated with 
less enthusiasm than should be exhibited in 
the first, or meningeal, type of syphilis. In- 
asmuch as there is often a meningo-encepha- 
litis, it is probably proper to administer initial 
treatment as above outlined for a period of 
eight weeks, following which larger doses of 
salvarsan, given at semi-monthly intervals, 
should be carried out for a long period of 
time. In these cases the subjects are impres- 
sionable and unduly optimistic and inclined 
to magnify results. If they have paresthesias 
or the beginning of ataxias, we should prac- 
tice suggestion and by mechanical training 
reeducate the cordination of movement where 
interferred with. 


In the third general type, viz., paresis or 
tabes, I must admit that my experience has 
not lead me to the belief that a great deal of 
good can be accomplished. We must not lose 
sight of the fact, however, that cases of 
paresis that do not receive active anti- 
syphilitic treatment, but who are given treat- 
ment with a view of accomplishing general 
constitutional improvement, often show dis- 
tinct remissions. These remissions occurring 
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without distinguishable cause, are the means 
of causing investigators to adopt a position 
of unwarranted optimism when applying 
some new form of therapeutics. 

Much, has been said in the past about the 
efficacy of introducing salvarsan or salvar- 
sanized blood serum into the spinal canal, 
When we consider that experiments con- 
ducted in the United States Public Heal 
Service Hygienic Laboratory and elsew 
have proved conclusively that after intré \cu- 
ous injections of salvarsan more salv: 
can be recovered within twenty-four hour 
from the spinal fluid than it is safe to inject 
directly into the spinal canal, we are con- 
fronted with the necessity for seriously con- 
sidering the advisability of subjecting a 
patient to intraspinal treatment for the pur- 
pose of introducing into the spinal fluid a 
lesser quantity of salvarsan than can be 
gotten into the spinal fluid by intravenous 
administration of 606. 

It seems to me that the demonstration of 
salvarsan into the spinal fluid, following 
intravenous injection, is conclusive proof of 
the permeability of the choroid plexus and 
that the only advantage of introducing an 
autosalvarsanized blood serum is based upon 
an unproven hypothesis of this serum con- 
taining some specific antitoxic properties. 

I am convinced that routine spinal pune- 
ture with withdrawal of the spinal fluid rids 
the patient of a toxic fluid containing debris 
in the form of degenerated nerve cells and 
other cellular matter. The drainage of spinal 
fluid apparently increases a secretory fune- 
tion of the choroid plexus. 

Frequent drainage of the spinal fluid and 
injection of salvarsanized blood serum ot 
even salt solution may have the effect of 
producing a_ localized with 
attending beneficial effects around the roots 
of the spinal nerve trunks. 

In general I may summarize my remarks 
relative to treatment of syphilis of the cen 
tral nervous system by making a plea for 
intensive and more prolonged treat- 
frequent examinations of the 


leucocytosis 


more 
ment with 


spinal fluid and the continuance of treatment 








=" 


on 
m 
otl 
diz 
evi 
of 
ligt 
rap 
abs 
tine 
the 
fact 
onl) 
test 
lesi 
Way 
may 
stan 
caus 
fron 
irrit 
or it 
nerv 
it is ; 
by a 








- Means 
yOSition 
pplying 


out the 
salvar- 
| canal, 
ts con- 
Heal 
ew 

tre \en- 
vi 
r hours 
Oo inject 
re con- 
sly con- 
cting a 
the pur- 
fluid a 
can be 
avenous 


ation of 
lowing 
proof of 
xus and 
icing an 
sec] upon 
um Con 
rties. 

al pune- 
luid rids 
g@ debris 
sells and 
of spinal 
ry fune- 


Juid and 
erum of 
effect of 
sis with 
the roots 


remarks 
the cet 
plea for 
ed treat- 
; of the 
reatment 





ee 


so long as significant biologic changes are 
found in the spinal fluid. 

I do not believe that better results can be 
obtained from intraspinal treatment than by 
the old routine intravenous administration of 
salvarsan. I advocate frequent spinal punc- 
tures. 

It has been proposed to treat cases of 
garesis by puncture of the lateral ventricles 

f the brain, and I only mention this treat- 
ent for the purpose of condemning it. 





ADISCUSSION OF SOME DIFFERENT 
TYPES OF DIARRHEA. 
GeorcE M. NILES, Ph.G., M. D., 
Atlanta, Ga. 

Clinically, diarrhea may be defined as 
abnormal rapidity of intestinal peristalsis, 
accompanied by frequent evacuation of the 
bowel contents, which are too liquid or 
watery in character. 

The term “loose bowels” is a comparative 
one, for some there are whose bowels nor- 
mally move two or three times daily, while 
others of a constipated habit would be in a 
diarrheal condition were the intestines to be 
evacuated twice in twenty-four hours. 

Diarrheal stools are caused by the excess 
of water in the feces, and may be due to the 
liquid contents of the small intestine being so 
rapidly hurried into the colon that little 
absorption can take place in the small intes- 
tine. The free transudation of water from 
the blood-vessels or glands may also be a 
factor. At times increased peristalsis is the 
only cause, and both the large and small in- 
testine may be involved, while no organic 
lesions are present. There are numerous 
ways by which increased intestinal peristalsis 
may be originated. In the majority of in- 
stances it is the result of anatomic changes 
caused by disease, as intestinal catarrh, ulcers 
from typhoid, etc. Again it may be caused by 
irritability of nerves of the intestinal walls, 
or it may be due to a central lesion of the 
nervous system. In considering a diarrhea 
itis important to know whether it is produced 
by abnormal exudation with increased per- 
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istalsis of the large intestine ; or whether the 
peristalsis of the small intestine is increased, 
as in the latter unchanged digestive fluids 
and large amounts of undigested foodstuffs 
may be hurried through the small gut result- 
ing in great damage to the nutrition. 

The type of diarrhea brought about by in- 
testinal ulceration is discussed elsewhere. 
This form is secondary to the anatomic 
changes and should be looked upon as an 
incident, wherein, if the real cause is con- 
trolled or cured, the diarrhea quickly ceases. 

The type of diarrhea which will now be 
covered is that due to irritation from sub- 
stances contained in the bowel contents, in 
which no intestinal lesions are originally 
present. 

This type may be classified as follows: 

Irritative diarrhea from bowel contents, as 
diarrhea dyspeptica from the presence of 
undigested food; diarrhea gastrica (gas- 
trogenic diarrhea) in which the stomach 
permits undigested food to escape into the 
small intestines ; diarrhea stercoralis, or that 
produced by irritating fecal matter ; diarrhea 
entozoica, or that produced by intestinal 
parasites; diarrhea from irritants trans- 
mitted in the blood, as uremia; and nervous 
diarrhea. 

Diarrhea Cathartica.—This term, as used 
by Nothnagel, is intended to mean undue 
bowel movements brought about by the 
ingestion of strong cathartic medicines. In 
many instances a catarrhal condition of the 
intestinal mucosa may be set up by the un- 
wise or prolonged use of cathartics, and a 
severe diarrhea may ensue. 

Diarrhea Dyspeptica.— This is probably 
the most common, and is produced by irritat- 
ing or indigestible food, as fresh or unripe 
fruit, cucumbers, pickles, etc. There is great 
variation as to susceptibility, for certain 
articles that may set up a violent diarrhea in 
some individuals may either cause no dis- 
turbance, or even constipate others; while 
some individuals can eat with impunity cer- 
tain articles under favorable circumstances, 
while under other circumstances the same 
articles will set up a diarrhea, 
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The food may contain pathogenic organ- 
isms when ingested, or may ferment and 
spoil after entering the intestines. These are 
the conditions under which are observed the 
various food poisonings, and in which im- 
portant considerations, legal and otherwise, 
may be involved. 

Diarrhea dyspeptica, uncontrolled, may 
merge into the chronic catarrhal form. 

Diarrhea Gastrica, or Gastrogenic Diar- 
rhea—A number of years ago Einhorn 
called attention to cases of diarrhea, in which 
the stomach was entirely at fault. In the 
majority of instances there was a marked 
diminution or entire absence of hydrochloric 
acid in the stomach, and with a patulous 
pyloric outlet, the food was thrown into the 
small intestine in an unprepared condition. 

In such cases there are flatulence, borbo- 
rygmus, and colicky pains, with a tendency 
to bowel movements soon after meals. This 
condition, too, may develop intestinal catarrh, 

Diarrhea Stercoralis. — This is an inter- 
mittent diarrhea noted in constipated per- 
sons, in which after a period of constipation, 
there sets in a short but painful diarrhea, 
accompanied by cramps, great flatulence, and 
the passage of hardened lumps of feces. 
After the bowels are thoroughly emptied, 
relief is obtained. 

Diarrhea Entozoica.— This is the form 
brought on by intestinal parasites, as the 
tapeworm or others. Like other forms of 
diarrhea, there are at first no organic lesions 
present, but these may appear after long- 
continued irritation. 

A very marked and sometimes intractable 
diarrhea may be produced by irritants in the 
blood, as the diarrhea of septicemia, nephritis, 
diabetes, cholera, etc. 

In this class may be properly included the 
“compensatory diarrheas,” being that form 
of diarrhea iy which the toxic products of 
catabolism are simply washed out, with 
neither material harm to the bowel nor 
systemic shock. 

Types of compensatory diarrhea may be 
classified as (1) diarrhea concomitant with 
deficient or perverse catabolic processes ; (2) 
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diarrhea which is the consequence of fune- 
tional or structural disease of certain excre- 
tory organs; (3) diarrhea occurring during 
the period of systemic physiological decline, 
As illustrative of the first type may be men- 
tioned the diarrheas of gout, Addison’s 
disease, diabetes, goiter, and pellagra. The 
second form of compensatory diarrhea may 
present itself as a concomitant of impaired 
renal function, or as the result of extensive 
burns over the abdomen. 











































That certain diarrheas, not exhausting, but ¢ 
rather grateful in their effects, are not in- t 
frequent in old people, will be noted by all h 
careful observers, and I have under treat- r 
ment at present a hale old gentleman who p 
welcomes his fortnightly diarrhea as a a 
salutary visitation. In these forms of com- pe 
pensatory diarrhea the discharges from the al 
bowel consist in the main of incompletely or W 
perversely catabolized substances, or cata- tin 
bolic products normally excreted by other co 
emunctories. bo 

This type may also represent certain toxic tes 
states of the blood with secondary elimina J 10 
tion of toxins through the intestinal mucous | 
membrane. We should not forget, however, @ the 
that it is possible for an irritative diarrhea tof thc 
occur simultaneous with one of a compensa- the 
tory nature, or that secondary inflammatory lai 
lesions of the intestinal mucosa may merge Tin; 
this beneficial drainage into an exhausting by 
process; and it can be readily understood test 
how the passage of these toxins from the Thi 
blood, plus other excrementitious substances, @ ente 
may intensify the diarrhea, and transform forn 
the disturbance into one of a non-compen-§ turb 
satory character. The 

Further studies, since the compensatory whe 
character of pellagrous diarrhea wa intes 
advanced by the writer eight years ago, have com 
tended to prove the truth of that contention In 
The early diarrhea in this disease is of cen climz 
tral origin, though the later manifestation f§ ‘iarr 
may, and generally do, become irritative§ indis 
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A DISCUSSION OF SOME DIFFERENT TYPES OF DIARRHEA 


ity of both the bowels and kidneys. The 
resident physician of one of the local sana- 
toria has reported to me a recent case of 
pellagra coming under his observation, where 
the patient seemed to be progressing favor- 
ably, but on checking suddenly his rather 
profuse diarrhea, he went into coma, dying 
in about twenty-four hours. 

It has been observed that within two days 
after a burn, not necessarily deep, but cover- 
ing an extensive area, a very watery diarrhea 
often occurs, followed by an improvement in 
the shock and clearing up of the mental 
hebetude or coma. This is evidently a vica- 
rious elimination of autotoxicoses, and it is 
probable that, in addition to the curtailed 
activity of the skin, there are also some 
poisonous gases generated in the body, which 
are discharged through the bowels along 
with other catabolic products. The colliqua- 
tive diarrhea supervening after a long 
confinement from a burn, resulting from 
both systemic exhaustion and ulcerated in- 
testines, is generally a terminal symptom and 
not at all compensatory. 

In uremic intoxication we probably note 
the most frequent compensatory diarrhea, 
though this symptom is hardly as common as 
the vomiting. As far back as 1859 Treitz 
claimed that the intestinal irritation occur- 
ring in the course of nephritis was produced 
by ammonium carbonate formed in the in- 
testinal tract by the urea excreted into it. 
This irritation may progress until catarrhal 
enteritis, and, later on, uremic ulcers are 
formed, provoking continuous intestinal dis- 
turbances not compensatory in their nature. 
The diarrhea in uremic conditions, therefore, 
where there are no decided changes in the 
intestines, may generally be regarded as 
compensatory, and treated as such. 

In old people, especially women past the 
climacteric, we notice occasional attacks of 
diarrhea, apparently unprovoked by dietary 
indiscretions or atmospheric changes, brief, 
painless, and followed by no exhaustion. This 
periodical washing out of catabolic products 
is probably due to the fact that the tegument- 
ary eliminative functions in the old of both 


sexes are incomplete, while in some women 
the body continues to require that occasional 
readjustment formerly afforded by the men- 
strual flow. 

Diarrhea Nervosa (Nervous Diarrhea) — 
This depends on nervous or psychic disturb- 
ances, without any morbid changes in the 
walls of the intestines. It is entirely com- 
patible with this type for a marked diarrheal 
discharge to be present, while no impairment 
of the digestion is felt by the patient. 

True nervous diarrhea may originate from 
excessive stimulation of the nerves govern- 
ing peristalsis, or from the transudation of 
great quantities of serous material into the 
bowel brought on by nervous influences. In 
many cases both conditions obtain. In some 
instances the stimulus may originate in the 
nerve-centers, and, being transmitted through 
the fibers of the vagus, sympathetic, or 
splanchnic nerves, may thus reach the intes- 
tinal ganglia. 

Examples of nervous or psychic diarrhea 
are easy to find, and can be traced directly to 
some emotion, as fright, shock, or disgust, 
which send their impulse to the brain centers 
and from thence reach the intestines. 

Nothnagel reports instances of chronic 
nervous diarrhea in persons who are attacked 
with gurgling, abdominal pain, tenesmus, 
and loose evacuations as soon as they find 
they can secure no access to a convenient 
toilet; while in others the sight of a toilet 
produces this symptom. Some patients may 
have attacks at definite hours, without any 
relation to surrounding conditions. 

With some people a regular syndrome of 
symptoms may precede the diarrhea, as 
vertigo, giddiness, congestion of the head, 
reddening of the face, hot flushes over the 
body, fear, oppression, palpitation, and rapid 
breathing ; and, strange to say, these distress- 
ing manifestations quickly disappear after 
several copious diarrheal movements of the 


bowels. 

In a diarrheal attack the number of stools 
may vary from two to even fifteen, and 
consist of liquid with little if any mucus. 
Generally the first movement is compara- 
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tively normal, the next mushy, and the rest 
watery. This form of diarrhea is found in 
hysteria, neurasthenia and _ psychasthenia, 
and even in healthy people after a nervous 
shock. The instance of soldiers suffering 
from nervous diarrhea when they first “face 
gunpowder” is known. 

Charcot describes attacks with tabes (in- 
testinal crises) much in character like the 
gastric crises; and Peyer mentions a reflex 
form of nervous diarrhea concomitant with 
abnormal conditions of the genitourinary 
from uterine catarrh, nocturnal 
and sexual 


tract, as 
emissions, 
excesses. Fischel reports a stubborn case of 
diarrhea, resisting all treatment, cured by 
replacing a reflexed uterus. 

To differentiate and orient these various 
tvpes will generally enable the medical 
attendant to decide on the proper therapeusis ; 
and it is hoped that this somewhat brief dis- 
cussion will be found of both interest and 
profit to the reader. 

922 Candler Building. 


spermatorrhea, 





PROPAGANDA FOR REFORM. 

PREVENTION OF GorteR.—The latest report 
on the prevention of goiter by administra- 
tion of sodium iodid by Marine and Kimball 
—an investigation carried out under a grant 
from the Therapeutic Research Committee 
of the Council on Pharmacy and Chemistry 
—indicates a striking difference between 
those girls not taking and those taking iodin. 
The difference is manifested both in the 
prevention of enlargement and in a decrease 
in the size of existing enlargements. Of 
2,190 pupils taking 2 gm. of sodium iodid 
twice yearly, five have shown enlargement of 
the thyroid, while of 2,305 pupils not taking 
the prophylactic, 495 have shown enlarge- 
ment of the thyroid. Of 1,182 pupils with 
thyroid enlargement at the first examination 
who took the prophylactic, 773 thyroids de- 
creased in size, while of 1,048 pupils with 
thyroid enlarged at the first examination 
who did not take the prophylactic, 145 thy- 
roids decreased in size. (Jour. A. M. A., 
September 4, 1920, p. 674.) 


SoME MIsBRANDED VENEREAL NOSTRUMS, 
—The following preparations have been the 
subject of prosecution by the Federal author- 
ities under the Food and Drugs Act on the 
ground that the therapeutic claims were 
made for them were false and fraudulent; 
Injection Cadet (E. Fougera and Co., New 
York), a dilute watery solution of copper 
sulphate and unidentified plant material, 
Knoxit Injection (Beggs Manufacturing Co,, 
Chicago), a solution of zinc acetate with 
alkaloids of hydrastis, in glycerin and water, 
Knoxit Liquid, a solution of zinc acetate with 
alkaloids of hydrastis, in glycerin and water, 
Knoxit Globules, essentiallly a mixture of 
volatile and fixed oils and oleoresins, includ- 
ing copaiba balsam, cinnamon and cassia, 
Grimault’s Injection (E. Fougera and Co, 
New York), a weak watery solution of cop- 
per sulphate and plant extractives, probably 
matico. Halz Injection (Edw. Price Chem- 
ical Co., Kansas City, Mo.), consisting es- 
sentially of zinc sulphate, boric acid, glycerin, 
traces of alum and formaldehyd and water, 
Tablets which seem to go with the product 
consisted essentially of calcium and mag- 
nesium carbonates, copaiba, a laxative plant 
drug, plant extractives, a small amount of an 
unidentified alkaloid, sugar and _ starch. 
Noxit (Frederick F. Ingram Co., Detroit) 
consisting essentially of opium, berberine, a 
zinc salt, glycerin, alcohol and water. Cross- 
mann Mixture (Wright’s Indian Vegetable 
Pill Co., New York City), essentially an 
alcoholic solution of volatile oils, including 
balsam copaiba and cubebs. Santal-Pearls 
(S. Pfeiffer Mfg. Co., St. Louis, Mo.), con- 
sisting essentially of a cinnamon-flavored 
mixture of santal oil and copaiba. Cu-Co 

3a-Tarrant (Tarrant Co., New York City), 

consisting essentially of a mixture of extract 
of cubebs and copaiba with magnesium oxid. 
Hygienic and Preservative Brou’s Injection 
(E. Fougera and Co.), consisting essentially 
of acetates and sulphates of zinc and lead, 
morphin, water and a very small amount of 
alcohol. (Jour. A. M. A., September 25, 
1920, p. 891.) 
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THE PHYSICIAN’S RESPONSIBIL- 
ITY: AN IMPORTANT DECISION 
ON PROFESSIONAL SECRECY. 


The recent decision of the Supreme Court 
of Nebraska, abstracted in the Medicolegal 
department of The Journal last week, is of 
importance and interest to practicing physi- 
cians, and especially to health officers. It 
establishes for the first time, by the decision 
of a court of last resort, the exact relation 
that exists between a physician and his pa- 
tients, on the one hand, and a physician and 
the public, on the other. The details of the 
case, as shown by the evidence, are interest- 
ing and unusual. The plantiff, while stopping 
at a small hotel, consulted a local physician, 
the defendant, regarding some sores that 
had appeared on his body. After an ex- 
amination, the physician told the plaintiff— 
his patient—that he believed the disease to 
be syphilis, but that it was impossible to make 
a positive diagnosis without a Wassermann 
test, for which he had no equipment. The 
defendant physician was also the physician 
of the hotel, and the family medical adviser 
of the owner. He told the plantiff that there 
was danger of communicating the disease to 
others in the hotel and asked him to leave 
the hotel the next day, which the plaintiff 
promised to do. On the following day, the 
physician, while making a professional call 
on the manager of the hotel, who was ill, 
learned that the plantiff was still there. He 
thereupon warned the manager’s wife that 
he thought the plaintiff was afflicted with a 
contagious disease, and advised her to use 
special precautions to avoid infection. As a 
result of this warning, the plaintiff was 
forced to leave the hotel. He consulted a 
physician in another town, who, after a nega- 
tive Wassermann test had been made, was 
unable to say whether the plantiff had 
syphilis or not. The plantiff, thereupon, 
brought suit against the physician, claiming 
damages on the ground that he had been in- 
jured by a disclosure of a confidential com- 
munication, which disclosure constituted a 
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breach of professional confidence on the part 
of the physician. There was no dispute re- 
garding the facts; the question before the 
Supreme Court was whether the statement 
of the defendant physician that the plaintiff 
was suffering from a contagious disease 
constituted proper grounds for damages. 
The court pointed out that, under the com- 
mon law, no privilege exists between physi- 
cians and patients, and that this ruling pre- 
vails except when changed by statute. This 
means, in everyday language, that, contrary 
to the opinion generally held by both physi- 
cians and the public, communications made 
to physicians are not under the obligation of 
secrecy but have the same legal status as 
communications made to any one else, unless 
the state legislature has passed a special law 
on this subject. In Nebraska there is no 
special law making communications to physi- 
cians privileged. The legislature in 1913 
passed a law providing that a physician 
should not be allowed to disclose on the 
witness stand any confidential communica- 
tion made to him in his professional capacity. 
The object of this statute is obvious. It is to 
prevent confidential communications being 
used as evidence against the person making 
them or, in other words, to protect an indi- 
vidual from being forced to testify against 
himself. But in the present case the physi- 
cian was not on the witness stand, so that 
this statute did not apply. Another statute 
the medical practice act —in defining un- 
professional and dishonorable conduct for 
which a physician’s license may be revoked, 
includes among the acts of such conduct “be- 
trayal of a professional secret to the detri- 
ment of a patient.” Is such a communication 
as the defendant made in this case “unprofes- 
sional and dishonorable conduct”? After an 
exhaustive discussion, the court decides that 
it is not. F 
This is the first time that such a question 
has come before any American court of final 
appeal; hence the language of the court is 
important and worthy of repetition. The 
court says that information given to a physi- 


cian by his patient, though confidential, is 
subject to the understanding that if the 
patient’s disease is found to be of so highly 
contagious or infectious a nature that it may 
be transmitted to others unless the dangers 
of transmission are disclosed, then the physi- 
cian is warranted in making so much of a 
disclosure to such persons as is reasonable 
and necessary to prevent the spread of the 
disease. Putting this ruling in ordinary 
language, it means that the court recognizes 
the fact that while a physician owes a duty 
to a patient to respect his privacy, he owes a 
duty to the public to protect it against in- 
fectious disease, and that of these two duties 
the duty to the public is the greater. Yet the 
court recognizes that this duty to the public 
must be properly safeguarded. It further- 
more says that when a physician makes a dis- 
closure, he must be sure that it is necessary 
to prevent the spread of the disease, and 
must act in good faith with reasonable 
grounds for his disclosures and without per- 
sonal malice toward the infected person. 
Having observed these precautions, he can- 
not be held liabie, even though he is mistaken 
in his diagnosis and has stated that his 
patient is afflicted with a disease that he does 
not have. In other words, the question at 
issue is not the accuracy of the physician’s 
diagnosis. The law does not require the 
physician to be infallible ; he is only required 
to possess the average skill and ability of 
other physicians in similar circumstances 
and to exercise due care and skill. After 
having made a diagnosis to the best of his 
ability, if he believes honestly and without 
malice that the patient is a danger to another 
individual or to the community, he is justified 
in communicating so much of his belief as may 
be necessary to protect others from contract- 
ing the disease. The decision recognizes the 
fact that while a physician owes a duty to his 
patient, he also owes a duty to his other 
patients and to the public—Jour. A. M. A. 


1. Disclosure of Confidential Information as to 
Contagious Disease. J. A. M. A. 75:1153 (Oct. 23) 
1920. 
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CASE RECORDS.* 


(ANTE-MORTEM AND POST-MORTEM ) AS USED IN WEEKLY 


CLINICO-PATHOLOGICAL EXERCISES AT THE 
MASSACHUSETTS GENERAL HOSPITAL 
EDITED FOR THE USE OF PRACTITIONERS BY 
RicHarp C. Cazot, M. D., AND 
Hucu Casor, M. D. 


F. M. PAINTER, ASSISTANT EDITOR 
CASE 6103 

An unoccupied Swede of sixty-five entered 
September 30. 

F, H. Unimportant so far as known. 

P. H. He had always been well. 

P. I. For two years he had had difficulty 
in micturition, increasing frequency, and 
urination at night. A month before admis- 
sion he saw a doctor, whose medicine was 
followed by temporary improvement. Two 
weeks ago he went to another doctor whose 
advertisement he had seen, and who passed 
instruments several times through his 
urethra, causing great pain and much subse- 
quent bleeding. September 27th this doctor 
passed larger instruments. On the train go- 
ing home the patient had chills and bled from 
the urethra. September 28th he was very ill, 
unconscious. His genitals were much swol- 
len. A physician at his home gave medicine 
for heart trouble and local hot applications. 
September 29th the swelling was much in- 
creased. For the first time since September 
2th he passed a very small amount of urine. 

P. E. He was a poorly developed and 
nourished old man with sallow and wrinkled 
skin. The mucose were pale. The /ungs 
were hyperresonant in front. The back was 
not examined. The apex impulse of the 
heart was in the 5th space, nippe line. There 
was a soft systolic murmur at the apex. A? 
was accentuated. The abdomen and extremi- 
ties were not remarkable. Genitals: There 
was tremendous edema of the penis. The 
scrotum was purplish red and swollen to 
several times its normal size. The discolora- 
tion extended to and beyond the rectum. The 
pupils were normal, the knee-jerks sluggish. 

*Published in THE JOURNAL OF THE FLORIDA MEDI- 


caL AssocIATION with the permission of the Mas- 
sachusetts General Hospital.—Eb. 


T., P., R., urine and blood before opera- 
tion not recorded. 

Operation was done the day of entrance. 
The patient was in poor condition after it, 
with irregular pulse and heavily coated 
tongue. He was given 1200 c. c. of saline 
subpectorally. Next day he seemed better, 
but was semistuporous and slept a good deal. 
Much slough was trimmed off the wound. 
The dressings had a very foul odor. There 
was good drainage. He continued to take 
fluids freely. Locally the wound grew better. 
He became weaker, however, and comatose. 
The temperature was 97.5°-99.6°, the pulse 
88-111, the respirations 21-26 until October 
5th, when the pulse rose to 123. October 6th 
they were respectively 100.3°, 132, and 42. 
That day the patient died. 


DISCUSSION 


By Dr. Hucu Casor 


I think we must assume some lesion of the 
urinary tract. It is by no means certain that 
he had a stricture, but this picture is far more 
commonly associated with stricture than any- 
thing else. The old picture which masquer- 
aded in text books and to a certain extent 
still masquerades, of rupture of the urethra 
behind the stricture, is pure imagination. 
You will see this condition quite commonly 
in strictures of large caliber as in those of 
small caliber. It does not start with a rupture 
of the urethra. In mogt the trouble begins 
behind the stricture ; but it may start in front 
of the stricture. It is a gangrenous peri- 
urethritis starting in a condition of chronic 
urethritis. Chronic urethritis involves a 
glandular infection, those glands lying 
always, as you know, in the submucous con- 
nective tissue. Most commonly this disease 
will occur in men in poor general condition 
because of urinary obstruction, renal insuffi- 
ciency, and the things which go with it. That 
I believe to be the explanation of the fact 
that these cases commonly occur in later life, 
when the late results of moderate degrees of 
urethral obstruction have taken place. 

I have no basis for discussing the condi- 
tion of the prostate. On the other hand, I 
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should like to point out to you at this time 
that hypertrophic adenomatous changes of 
the prostate do not often take place behind 
the stricture. If you wish to insure a man 
against having an enlarged prostate, the best 
way is to see that he acquires a gonorrheal 
infection, with a resulting stricture and 
chronic prostatitis. Probably the reason for 
this is that the miscalled hypertrophy takes 
place only in certain glands, groups of which 
lie along the sides of the urethra, in the 
lateral lobes, and along the posterior floor of 
the urethra in the median lobe, and under the 
neck of the bladder as described by Alberan. 
These glands lying close to the urethra are 
sure to be involved in chronic prostatitis. I 
give you that. not as a scientific explanation 
but as a possible explanation of the fact, a 
fact which we have verified in a large num- 
ber of cases. When you see men described 
as having hypertrophy of the prostate and 
stricture at the same time you may assert 
that they have not. You can lay it down as a 
general rule which has few exceptions that 


if you know a man’s prostate is hyper- 
trophied, he has not got a stricture. Whether 


traumatic stricture of the urethra will 
produce this picture I am not sure. We see 
traumatic stricture with less frequency. So 
that as a prophylactic for the avoidance of 
hypertrophy of the prostate I can only advise 
the acquisition of an inflammatory stricture. 

These people with gangrenous peri- 
urethritis are overwhelmed withan infection, 
temperature commonly subnormal, though 
it may be high, pulse weak and rapid. They 
do not stand prolonged operation. Operation 
must be planned to move fast. On the other 
hand, like all the moist gangrenous processes 
you must go to the limits of the disease or 
you will do no good. No matter where the 
gangrene goes, you must follow it if you 
split them from stem to stern, from backbone 
to anus. You must follow the process. Com- 
monly you will start with a median incision 
which will take you into the most active part 
of the process and generally into the urethra. 
The urethra in that portion is commonly 


gone. [But the process never involves the 


urethra behind the triangular ligament. The 
deep urethra will never be involved. It has a 
separate blood supply at the triangular liga- 
ment. So the urethra can always be found 
without difficulty. It is generally dilated be- 
hind the stricture. You will commonly find 
it necessary to split the scrotum, follow the 
process into one or both groins until you get 
into normal tissue, dissect up your flaps until 
all the edema is exposed, put a tube in the 
bladder, and pack the wound open. Com- 
monly this operation can be satisfactorily 
done under spinal anesthesia. These people 
do not stand well a general anesthesia, but a 
whiff of gas may see you safely through, 
Your operation must be characterized by 
boldness and speed. 

I will make a diagnosis of acute gangren- 
ous periurethritis, miscalled infiltration of 
urine. 


DR. CABOT’S PRE-OPERATIVE 
DIAGNOSIS 


Acute gangrenous periurethritis. 


PRE-OPERATIVE DIAGNOSIS 


Gangrenous periurethritis. 
OPERATION 


Spinal apothesin. The whole perineum 
and inferior portion of the scrotum, extend- 
ing out on the buttocks, were gangrenous. 
The patient could not be catheterized. A 
small sound was passed and a_ median 
perineal incision was. made through the 
gangrenous bulb. The urethra was opened. 
A large catheter was passed to the bladder 
and about 5 xx of concentrated urine with- 
drawn. Four other incisions were made in 
the perineum and buttocks for drainage. The 
gangrenous tip of the scrotum was cut off. 
Quarter-inch rubber tubes were placed up 
towards the inguinal canals for drainage. 
The tissues were edematous and gangrenous. 


FurtHer Discussion 
The interesting questions involved are as 
to how much damage has resulted to the 
kidneys, whether this was a death from renal 
insufficiency with intercurrent pneumonia 
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CASE RECORDS 


and that pneumonia very likely basal, or 
whether we are dealing with arteriosclerosis 
and septicemia with the terminal infections 
which take place. I see no data here by which 
Ican decide as to the condition of the kidneys. 
There is no examination of the urine to go 
by; there is no description of the urine as be- 
ing foul or particularly purulent; so I doubt 
whether we are justified in assuming that 
there was much damage to the kidneys. I 
think it better to take the other horn of the 
dilemma and assume that here is a man with 
arteriosclerosis, in other words old, and that 
he has a very severe infection. He has been 
able to manage it with some success locally, 
but unable to shake it off as a general process. 
There should be found pneumonia of some 
grade ; but as we have no examination of his 
lungs to guide us we cannot say that he is go- 
ing to have consolidation at the bases, wet 
lung, which these people so commonly have, 
or that he will have a definite lobar pneu- 
monia or bronchopneumonia. I am inclined 
to use the phrase hypostatic pneumonia for 
him, and think that there will be found at 
necropsy hypostatic pneumonia, arterio- 
sclerosis, hypertrophy and dilatation of the 
heart, hypertrophy and dilatation of the 
bladder shown by trabeculation and thicken- 
ing of the wall. Probably pretty sound kid- 
neys will be found. There will be extensive 
gangrene of the bulbous urethra, consider- 
able gangrene of the surrounding tissues as 
described in the operation, and septicemia 
from an organism which I cannot undertake 
to predict. 


CLINICAL DIAGNOSIS (From 
HospitaLt Recorp) 


Ruptured urethra. 
Gangrenous periurethritis. 
External urethrotomy for urethritis. 


DR. HUGH CABOT’S DIAGNOSIS 


Acute gangrenous periurethritis. 
Hypostatic pneumonia. 

Arteriosclerosis. 

Hypertrophy and dilatation of the heart. 
Hypertrophy of the bladder. 


ANATOMICAL DIAGNOSIS 


1. Primary fatal lesion: 

Gangrene of the subcutaneous and 
deep tissues in the region of the 
urethra with sloughing of the wall 
of the scrotum. 


2. Secondary or terminal lesions : 
Slight cystitis. 
Acute ulcers of the stomach. 
Hemorrhage into the stomach and in- 
testine. 
Anemia. 
Edema, lower lobes of lungs. 


3. Historical landmarks : 
Chronic pleuritis. 
Arteriosclerosis, moderate. 
Hypertrophy and dilatation of the 
heart, slight. . 

Dr. RicHarpson : Is there anything in the 
history indicating bleeding from the mouth? 

Dr. Younc: Not a thing. 

Dr. RicHArpson: The prostate and kid- 
neys were negative. The general condition 
showed anemia, and there was hemorrhage 
into the stomach and intestine. As the ana- 
tomical basis for that we find the mucosa of 
the stomach generally diffusely reddened, 
the organ containing 500 c. c. of smaller and 
larger masses of blood clot and bloody fluid, 
and on the posterior wall of the cardia sev- 
eral small erosions. Evidently the bleeding 
had come from those erosions. Microscopical 
examination showed them to be acute ulcera- 
tions, and in one of the sections the wall of a 
small artery was apparently eroded and in- 
volved in the inflammatory process. So that 
so far as the examination here goes, the 
bleeding was probably due to that. 

The from the blood 
showed colon bacilli. 


cultures stream 


Dr. Younc: There is a great deal of ques- 
tion about the point I made that anzrobic 
bacilli are necessary to cause extensive gan- 
grene. Some people contend that any bacillus, 
even the colon, can make this amount of 
trouble if the soil is right and the individual 


right. 
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Dr. RicHarp Carnot: Can you tell us a 
little more about those acute ulcers of the 
stomach ? 

Dr. RicHArDSON: They were of the acute, 
eroded type, inflammatory processes, and in 
one section apparently involved the wall of a 
small vessel and in three or four areas the 
blood apparently oozed. 

Dr. RicHarp Cazor: Do you find them in 
septicemias ? 

Dr. RicHarpson: We find rather. con- 
stantly with septicemias lesions presenting 
something after this fashion: we find in many 
instances hemorrhagic areas scattered along 
the intestinal tract, more or less soft and ooz- 
ing bloody material. A step further and 
necrosis is more apparent ; a step further and 
they seem to have eroded through. It is true 
that in many cases, especially in regard to 
the stomach, we have to be very cautious that 
they are not due to post-mortem solution. 
But I have seen it so often that I think a 
certain amount of it is due to sepsis—in- 
flammatory processes of the. wall of the 
gastro-intestinal tract, softening, hemor- 
rhage, and in some cases perforation. 

Dr. RicHarp Cazsotr: Does that occur in 
the esophagus too? 

Dr. RicHarpson: We find them in the 
esophagus too. In a number of cases, some 
of them diseases of the nervous system, 
where the tone of the tube has been lowered, 
we find hemorrhagic areas, areas of soften- 
ing, and perforation. In some cases there 
seems to be inflammatory reaction about the 
region of the wall, and in these cases where 
there is this reaction I think without any 
question they occurred during life. In some 
of the others it is not quite so clear. It might 
be post-mortem or a combination of the two. 
But in many of the cases I think they are 
lesions that occurred towards the end of life. 
They might be said to be something of the 
nature of bedsores of the gastro-intestinal 
tract. 

Dr. Ricuarp Casot: Do you suppose 
they can arise in the same way that acute 
endocarditis does in a septic case, an ulcer 
forming on top? 
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Dr. RicHArRDsON: Yes; I think that is 
possible. That etiology of ulcers is claimed 
by some to be that of the peptic ulcers. | 
think in this case it is a septic inflammatory 
process of the gastric mucosa which we find 
not infrequently in the gastro-intestinal tract 
in cases of sepsis. In one case, a staphy- 
lococcus septicemia, I found what were un- 
doubtedly small abscesses in the mucosa of 
the colon. 

Dr. RicHarp Casor: The whole question 
of ulceration of the stomach is not clear in 
text books and reports in medical journals as 
soon as we get beyond the perfectly familiar 
peptic ulcer of the stomach and duodenum, 
They speak of medical ulcers, mucous ulcers, 
all sorts of things that are not recognized 
pathologically and that we have no definite 
knowledge of. The only thing we have 
knowledge of is the peptic, deep-seated ulcer 
of the stomach and duodenum, and therefore 
when we get some post-mortem evidence on 
the nature of acute ulcers I am very eager to 
know what it is. It is a matter that interests 
every student, and every bit of evidence from 
this end is valuable. 

Dr. Hucu Casor: 
tendency to regard ulcer of the stomach as 
secondary to a lesion of the appendix anda 
lesion of the appendix secondary to an ulcer 
of the stomach. I have never been able to 
follow that line of reasoning at all. It seems 
to me very likely that these two things are 
on the same basis, that they are tails of the 
same cat, the cat presumably an infection, 
and the infection may start with a definite 
abscess in the submucous connective tissue. 
The same process which causes the appendi- 
citis, particularly the chronic appendix, may 
very well be at the bottom of the gastric or 
duodenal ulcer. But that has no bearing up- 
on the case. 

Here is an accidental complication of 
which he probably died and without which 
he probably would not have died. His wound 
was clean, his kidneys were apparently sound 
enough, and his arteriosclerosis not of very 
high grade. Therefore if this outside com- 
plication had not come in he would probably 
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TUBERCULOSIS RESEARCH FELLOWSHIP 


have recovered. I do not see how the ulcer 
with resulting hemorrhage could have been 


diagnosed during life. 





TUBERCULOSIS RESEARCH 
FELLOWSHIP. 
University of Minnesota. 

To encourage study of the means for the 
prevention and cure of tuberculosis, the 
Hennepin County Tuberculosis Association 
of Minneapolis, Minn., announces that it has 
set aside a fund for the support of a tuber- 
culosis research fellowship in the Graduate 
School of the University of Minnesota. The 
candidate for the fellowship must be a 
graduate of a Class A medical college. He 
will be expected to devote himself to re- 
search in some problem concerned with the 
causes, prevention, or cure of tuberculosis. 
No teaching or other service will be required. 
The fellowship yields $750 the first year and 
progressively increasing amounts to be ap- 
propriated for the second and third years as 
conditions warrant. Inquiries and requests 
for application blanks should be addressed 
to the Dean of the Graduate College, Univer- 
sity of Minnesota, Minneapolis, Minn. 


NEW AND NONOFFICIAL 
REMEDIES. 

IcHTHYNAT. — An aqueous solution, the 
important medicinal constituents of which 
are ammonium compounds _ containing 
sulphur in the form of sulphonates, sulphones 
and sulphides. These characteristic forms of 
sulphur result from the sulphonation of the 
tarlike distillate obtained from certain bit- 
uminous shales. For the actions and uses of 
ichthynat see the general article on Sulpho- 
ichthyolate Preparations and Substitutes, 
New and Nonofficial Remedies, 1920, page 
318. The Heyden Chemical Works, New 
Yo:k City. (Jour. A. M. A., Oct. 2, 1920, 
page 939.) 

ProGANOL. — A compound of silver and 
albumose, containing not less than 8.3 per 
cent of silver in organic combination. For 
the actions and uses of proganol, see general 
article on silver preparations, New and Non- 
official Remedies, 1920, page 306. From 0.25 
to 1 per cent solutions are used in acute 
gonorrhea, and 5 to 10 per cent instillations 
in chronic cases. In cystitis and urethritis 
from 1/1,000 to 1/2,000 solutions are used as 
irrigations. Used also in forms of bougies 
and tampons (5 to 10 per cent). 





PUBLISHER’S NOTES 


AROMATIC CHLORAZENE POWDER. 

Influenza may or may not be rampant this 
winter as it was last year and the year before. 
It is probable, however, that the disease will 
make its appearance again, as forecasted. 
We shall see. The one thing we may be sure 
of now is that there will be plenty of rhinitis 
and other manifestations of localized infec- 
tion affecting the upper respiratory tract, in- 
cluding the sinuses. To the lay persons they 
are “colds,” distressing more or less, causing 
some malaise and some fever along with the 
local symptoms, and showing evidence of be- 
ing transmissable or epidemic. 

In view of this the newer Dakin chlorine 
compounds will interest us, as applied to the 
hose and throat for the purpose of disinfect- 
ing these passages against disease germs. 


Whether effecting against the development 
of the influenza organism is questioned by 
some but against the milder agencies con- 
cerned in epidemic winter colds, it is fair to 
assume that much good may come from the 
use of germicidal solutions so employed. 
Aromatic Chlorazene Powder serves well 
for washing out the nasal and oral passages. 
It contains the chlorine compound to the ex- 
tent of 5 per cent, with desirable alkaline 
sodium salts and eucalyptol added. Freely 
soluble in water, fluids for douching or 
spraying are readily made as they are needed. 
Its germicidal value is not a fancied one. 
Weight for weight this powder is about 2% 
times stronger than phenol. Hence, for office 
treatment in catarrhal conditions generally 
affecting the nose and throat, Aromatic 
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Chlorazene Powder is a most satisfactory re- 
course. The Abbott Laboratories, Chicago, 
will supply it. A sample vial may be had by 
those who care to try it out. 





THE TREATMENT OF SHOCK. 

That the surgeon has in Adrenalin a de- 
pendable means of combating shock has been 
known to the profession for a number of 
years. As long ago as 1909 Mummery and 
Symes announced their observations on the 
effects of Adrenalin upon the blood pressure 
and recommended its use by the slow and 
continuous injection of a very weak solution 
into a peripheral vein. They also found that 
the action of Adrenalin is enhanced by the 
coincidental administration of pituitrin, this 
procedure producing a more marked effect 
in shocked animals than in normal subjects. 

In our advertising section, under the title 
“Adrenalin in Medicine,” will be found a 
brief review of the plan of treating shock 
with highly diluted solutions of Adrenalin 
Chloride, by intravenous infusion and by 
“centripetal arterial transfusion,” after the 
method of Crile. 

This little essay is the third of a series of 
concise and informative papers published in 


this rather unconventional form by Parke, 
Davis & Co. We have no hesitation in com- 
mending these meritorious articles to the 
consideration of our readers. 
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